RESULTS:
Intracardiac mapping was performed in 3 patients with WPW syndrome, 2 with AV node reentry, and 1 with typical atrial flutter. Right atrial mapping during atrial flutter confirmed isthmus dependence. One accessory pathway (AP) was on the lateral aspect of the tricuspid valve and two were on the lateral aspect of the mitral valve. One left sided AP was approached retrogradely. Transeptal cannulation of the left atrium was used for the other. Recordings made at AP sites with both a standard catheter and the MC were comparable.
In the patient who underwent the transeptal cannulation. the MC was guided to each of the pulmonary veins to assess its navigability. The MC was also directed to preselected left paraseptal, posterior, and lateral targets on the mitral annulus as delineated by electrodes of the coronaly sinus catheter using both retrograde and transeptal approaches. The MC was successfully navigated to each of these targets and provided stable electrograms. The mean fluoroscopy exposure was < 3 minutes/patient. Methods: Four patients who were referred for AFL ablation underwent detailed electrophysiological study. Entrainment mapping was performed at the CTI, the OS of the coronary sinus (CSOS) and low lateral RA in 3 patients, and over the CTI alone in I.
Radiofrequency
(RF) ablation was applied to the CTI until bi-directional block was achieved.
Results: Sustained AFL was induced or spontaneously occurred in all 4 patients. Typical CTI dependent counterclockwise flutter was present during study in 3 patients. However, a separate tachycardia manifest by simultaneous or near simultaneous activation of the septum and lateral wall were seen, with tachycardia cycle length of 324*7111x (275 -430ms). During this tachycardia, fractionated or double potentials were recorded at the CTI just outside of the CSOS. In 3 patients manifest entrainment was documented from sites outside the CTI, proving that the right atrial septum and lateral wall were bystanders. However, concealed entrainment was documented in all from within the CTI. Split potentials from the CTI were also entrained. Application of RF energy to the CTI resulted in tachycardia termination. After achievement of bi-directional block no arrhythmias were inducible.
Conclusions: We describe a tachycardia circuit confined to within the CTI. and hypothesize that this circuit involves conduction either around surrounding collagen or pectinate ridges acting as a central obstacle. No ECG criteria were found to discriminate the SVT mechanism on Holterlevent recorder tracings: their interpretation resulted mainly in a wrong diagnosis. By contrast, 5 criteria were found to be significant discriminators of SVl mechanism on 12-lead ECGs. Predictors of AVRT (n=33) were the presence of a visible p-wave in 74% (sensitivity 92%; specificity 64%). a RP interval J 100 ms in 91% (sensitivity 84%; specificity 91%), and ST-segment depression 3 Zmm which persisted 80 ms after the J point in 73% (sensitivity 52%; specificity 82%). The appearance of pseudo-r' waves in VI and pseudo-S waves in the inferior leads during SVT predicted AVNRT (n=37) in 100% (sensitivity 55% and 20%; specificity 3-D Electra-anatomical activattonlvoltage mapping has proven to be an useful ald in selecting target sites for ablation of atrial reentrant tachycardias (ART) in pts with congenital heart disease (CHD). This study evaluated the incidence of atrial arrhyth-
